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Appendix G: Provider Forms 
These are sample forms only; to reproduce a form, please download it from DMA’s Web site 
(http://www.ncdhhs.gov/dma/forms.html). 

Form Page Number 
Fee Schedule Request Form G-2 
Medicaid Provider Change Form G-3 
Advance Directive Brochure G-4, G-5 
Health Check Agreement between Primary Care Provider 
(PCP) and the Local Health Department 

G-6, G-7 

Carolina ACCESS Hospital Admitting Agreement/Formal 
Arrangement 

G-8, G-9 

WIC Exchange for Information for Women (with 
instructions) 

G-10, G-11 

WIC Exchange of Information for Infants and Children (with 
instructions) 

G-12, G-13 

Medical Record Release for WIC Referral G-14 
Carolina ACCESS Override Request G-15 
Carolina ACCESS Medical Exemption Request (DMA-9002) G-16 
Provider Certification of Signature on File G-17 
Medicare Crossover Reference Request G-18 
Health Insurance Information Referral (DMA-2057) G-19 
Third Party Recovery (TPR) Accident Information Report 
(DMA-2043) 

G-20 

Health Insurance Premium Payment (HIPP) Application 
(DMA-2069) 

G-21 

Medicaid Credit Balance Report G-22, G-23 
Medicaid Claim Adjustment Request G-24 
Pharmacy Adjustment Request (372-200) G-25 
Medicaid Resolution Inquiry G-26 
Electronic Funds Transfer (EFT) Authorization Agreement G-27 
Non-Covered State Medicaid Plan Services Request Form for 
Recipients under 21 Years of Age 

G-28, G-29, G-
30 

http://www.ncdhhs.gov/dma/forms.html
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Sample of Fee Schedule Request Form 
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Sample Medicaid Provider Change Form 
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Sample of Advance Directives Brochure 
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Sample of Health Check Agreement Between Primary Care Provider (PCP) 
and the Local Health Department 
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Sample of Carolina Access Hospital Admitting Agreement/Formal Arrangement 
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Sample of WIC Exchange for Information for Women 
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Sample of WIC Exchange for Information for Infants and Children (with 
instructions) 
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Sample of Medical Record Release for WIC Referral 

 



Basic Medicaid Billing Guide  April 2008 

 G-15

Sample of Carolina Access Override Request 
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Sample of Carolina Access Medical Exemption Request (DMA-9002)  
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Sample of Certification of Signature on File 
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Sample of Medicare Crossover Reference Request 
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Sample of Health Insurance Information Referral (DMA-2057) 
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Sample of Third Party Recovery (TPR) Accident Information Report (DMA-
2043) 
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Sample of Health Insurance Premium Payment (HIPP) Application (DMA-
2069) 
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Sample of Medicaid Credit Balance Report 
MEDICAID CREDIT BALANCE REPORT 

 

PROVIDER NAME:__________________________ CONTACT PERSON:______________________________ 

PROVIDER NUMBER: _______________________ TELEPHONE NUMBER: __________________________ 

QUARTER ENDING:  (Circle one)  3/31  6/30 9/30 12/31    YEAR: _________________ 

 

(1) (2) (3) (4) (5) (6) (7) (8) 

RECIPIENT’S 
NAME 

MEDICAID 
NUMBER 

FROM 
DATE 

OF 
SERVICE 

TO 
DATE 

OF 
SERVICE 

DATE 
MEDICAID 

PAID 

MEDICAID 
ICN AMOUNT 

OF 
CREDIT 

BALANCE 

REASON 
FOR 

CREDIT 
BALANCE 

 

1. 

2. 

3.  

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

 
Circle one: Refund Adjustment  Return form to:   Third Party Recovery 
  DMA 
  2508 Mail Service Center 
 Raleigh, NC  27699-2508  
Revised 10/07 
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Instructions for Completing Medicaid Credit Balance Report 
 
Complete the “Medicaid Credit Balance Report” as follows: 

• Full name of facility as it appears on the Medicaid Records 

• The facility’s Medicaid provider number.  If the facility has more than one provider 

number, use a separate sheet for each number.  DO NOT MIX 

• Circle the date quarter end 

• Enter year 

• The name and telephone number of the person completing the report.  This is needed in the 

event DMA has any questions regarding some item in the report 

Complete the date fields for each Medicaid balance by providing the following information: 

Column 1 – The last name and first name of the Medicaid recipient (e.g., Doe, Jane) 

Column 2 – The individual Medicaid identification (MID) number 

Column 3 – The month, day, and year of beginning service (e.g., 12/05/03) 

Column 4 – The month, day, and year of ending service (e.g., 12/10/03) 

Column 5 – The R/A date of Medicaid payment (not your posting date) 

Column 6 – The Medicaid ICN (claim) number 

Column 7 – The amount of the credit balance (not the amount your facility billed or the amount Medicaid 

paid) 

Column 8 – The reason for the credit balance by entering: “81” if it is a result of a Medicare payment; 

“83” if it is the result of a health insurance payment; “84” if it is the result of a casualty 

insurance/attorney payment or “00” if it is for another reason.  Please explain “00” credit 

balances on the back of the form. 

After this report is completed, total column 7 and mail to Third Party Recovery, DMA, 2508 Mail 

Service Center, Raleigh, NC  27699-2508. 
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Sample Medicaid Adjustment Request 
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Sample of Pharmacy Adjustment Request 
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Sample of Medicaid Resolution Inquiry 
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Sample of Electronic Funds Transfer (EFT) Authorization Agreement 
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Non-Covered State Medicaid Plan Services Request Form for Recipients 
under 21 Years of Age 

 
North Carolina 

Department of Health and Human Services 
Division of Medical Assistance 

2501 Mail Service Center - Raleigh, N.C. 27699-2501 
 
Michael F. Easley, Governor William W. Lawrence, Jr., M.D., Acting Director 
Dempsey Benton, Secretary  

FORM AVAILABLE ON DMA WEB SITE AT http://www.ncdhhs.gov/dma/forms.html

NON-COVERED STATE MEDICAID PLAN SERVICES REQUEST FORM  
FOR RECIPIENTS UNDER 21 YEARS OF AGE 

RECIPIENT INFORMATION:  Must be completed by physician, licensed clinician, or provider. 
NAME: _____________________________________________________________________________ 
DATE OF BIRTH: ____/____/____ (mm/dd/yyyy) MEDICAID NUMBER: __________________ 
ADDRESS: __________________________________________________________________________ 
_____________________________________________________________________________________ 
MEDICAL NECESSITY:  ALL REQUESTED INFORMATION, including CPT and HCPCS codes, if 
applicable, as well as provider information must be completed.  Please submit medical records that 
support medical necessity. 
REQUESTOR NAME: _____________________ 
MEDICAID PROVIDER #: _________________ 
ADDRESS: _______________________________ 
__________________________________________ 
TELEPHONE #: (____)_____________________ 
FAX #: ___________________________________ 

PROVIDER NAME: _______________________ 
MEDICAID PROVIDER #: _________________ 
ADDRESS: _______________________________ 
__________________________________________ 
TELEPHONE #: (____)_____________________ 
FAX #: ___________________________________ 

 
IN WHAT CAPACITY HAVE YOU TREATED THE RECIPIENT (incl. length of time you have 
cared for recipient and nature of the care): __________________________________________________ 
_______________________________________________________________________________________
 
PAST HEALTH HISTORY (incl. chronic illness): ___________________________________________ 
______________________________________________________________________________________ 
 
RECENT DIAGNOSIS(ES) RELATED TO THIS REQUEST (incl. onset, course of the disease, and 
recipient’s current status): ________________________________________________________________ 
_______________________________________________________________________________________
 
TREATMENT RELATED TO DIAGNOSIS(ES) ABOVE (incl. previous and current treatment 
regimens, duration, treatment goals, and recipient response to treatment(s)): _______________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________
1 of 3 -OVER- 

http://www.ncdhhs.gov/dma/forms.html
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NAME OF REQUESTED PROCEDURE, PRODUCT, OR SERVICE (if applicable, please include 
CPT AND HCPCS codes).  PROVIDE DESCRIPTION RE HOW REQUEST WILL CORRECT 
OR AMELIORATE THE RECIPIENT’S DEFECT, PHYSICAL OR MENTAL ILLNESS OR 
CONDITION [THE PROBLEM].  THIS DESCRIPTION MUST  INCLUDE A DETAILED 
DISCUSSION ABOUT HOW THE SERVICE, PRODUCT, OR PROCEDURE WILL IMPROVE 
OR MAINTAIN THE RECIPIENT’S HEALTH IN THE BEST CONDITION POSSIBLE, 
COMPENSATE FOR A HEALTH PROBLEM, PREVENT IT FROM WORSENING, OR 
PREVENT THE DEVELOPMENT OF ADDITIONAL HEALTH PROBLEMS. 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
______________________________________________________ 
 
IS THIS REQUEST FOR EXPERIMENTAL/INVESTIGATIONAL TREATMENT:   
 ___YES   ___NO       IF YES, PROVIDE NAME AND PROTOCOL #_______________________ 
___________________________________________________________________________________ 
 
IS THE REQUESTED PRODUCT, SERVICE, OR PROCEDURE CONSIDERED TO BE SAFE:  
___YES   ___NO      IF NO, PLEASE EXPLAIN.__________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_______________________________________________________________________________ 
 
 
IS THE REQUESTED PRODUCT, SERVICE OR PROCEDURE EFFECTIVE:__YES   ___NO      
IF NO, PLEASE EXPLAIN.__________________________________________________________ 
_____________________________________________________________________________________
_________________________________________________________________________________ 
ARE THERE ALTERNATIVE PRODUCTS, SERVICES, OR PROCEDURES THAT WOULD 
BE MORE COST EFFECTIVE BUT SIMILARLY EFFICIACIOUS TO THE SERVICE 
REQUESTED:  ___YES   ___NO      IF YES, SPECIFY WHAT ALTERNATIVES ARE 
APPROPRIATE FOR THE RECIPIENT AND PROVIDE EVIDENCE BASE WITH THIS 
REQUEST, IF AVAILABLE._________________________________________________________  
___________________________________________________________________________________ 
_____________________________________________________________________________________
_________________________________________________________________________________ 
___________________________________________________________________________________ 
 
WHAT IS THE EXPECTED DURATION OF TREATMENT: 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
2 of 3 -OVER- 

NAME: MID #: DOB: 
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NAME: MID #: DOB: 

OTHER ADDITIONAL INFORMATION:______________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_______________________________________________________________ 
 
 
_________________________________________________                    ________________________  
     REQUESTOR’S SIGNATURE AND CREDENTIALS                                     DATE 
 

 
 
 

INCLUDE EVIDENCE-BASED LITERATURE TO SUPPORT THIS REQUEST IF 
AVAILABLE. 
 
 
 

 
MAIL OR FAX COMPLETED FORM TO: 

 
 

Assistant Director 
Clinical Policy and Programs 

Division of Medical Assistance 
2501 Mail Service Center 
Raleigh, NC  27699-2501 

FAX:  919-715-7679 

3 of 3 
11/05 
REV 02/07 
REV 07/07 
 

 
 
 
 
 
 


	Appendix G: Provider Forms 
	 
	  
	 
	 

